Reply  by Tu, Jack V. et al.
The search for a realistic method to determine “competence”
may dwarf the search for the Holy Grail, but if certification is to
be a major facet of that determination, then perhaps reappraisal of
the criteria used for allowing one to obtain the vascular certificate
should be considered.
Dr Cronenwett closes by noting, “certainly our patients
deserve better information for their vascular surgery shopping.” If
any Board or Sub-board is going to provide that, the public
deserves a less biased method to appraise what constitutes a com-
petent vascular surgeon.
Alan Berger, MD, FACS
Lehigh Valley Hospital
Allentown, Pa
REFERENCES
1. Hertzer NR, Avellone JC, Farrell CJ, Plecha FR, Rhodes RS, Sharp
WV, et al. The risk of vascular surgery in a metropolitan community.
With observations on surgeon experience and hospital size. J Vasc
Surg 1984;1:13-21.
2. Ernst CB. The impact of vascular surgical training on vascular surgical
care. J Vasc Surg 1987;5:403-4.
3. Kempczinski RF, Brott TG, Labutta RJ. The influence of surgical spe-
cialty and caseload on the results of carotid endarterectomy. J Vasc
Surg 1986;3:911-6.
4. Squires JW, Johnson RE, Doyle L. Does the surgeon’s annual case
load make a difference in the quality of peripheral vascular surgery? A
report of the mortality, morbidity and long-term results of 101 pro-
cedures performed over 93 months. Arch Surg 1985;120:781-5.
5. Nahrwold DL. The competence movement: a report on the activities 
of the American Board of medical specialties. Bulletin ACS2000;85;11:
14-8.
24/41/121205
doi:10.1067/mva.2002.121205
Reply
Dr Berger raises the important issue of the high-volume,
noncertified vascular surgeon and cites some data suggesting that
they may have outcomes similar to a certified vascular surgeon.
We, too, are aware of a few surgeons in Ontario who trained in
the era before the specialty of vascular surgery was formally rec-
ognized by the Royal College of Surgeons of Canada and train-
ing examinations developed. Unfortunately, we did not have an
adequate sample size in our study to allow us to make definitive
conclusions regarding their outcomes as compared with those of
certified vascular surgeons, although we suspect they may be
comparable.
In defining a competent vascular surgeon, we agree that
board certification, by itself, is not enough, and that an examina-
tion of actual contemporary risk-adjusted surgeon-specific out-
comes is probably the best barometer by which to measure the
competency of a particular surgeon. Nevertheless, our study sug-
gests that on balance, patients who have their aneurysm surgery
performed by surgeons with formal certification in vascular
surgery have better patient outcomes.
Jack V. Tu, MD
Peter Austin, PhD
K. Wayne Johnston, MD
Institute for Clinical Evaluative Sciences
Sunnybrook and Women’s College Health Sciences Centre
University Health Network—Toronto General Division
University of Toronto
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Reply
I compliment Dr Berger and his associates on their excellent
surgical results, and more importantly, for tracking these results.
In fact, this was the point of my invited commentary, which con-
cluded with the sentence, “It is time for vascular surgeons to
monitor and report their outcomes.” The issues raised by Dr
Berger concerning volume-outcome and certifying competency
are both timely and important. There is little debate that high-
volume hospitals and surgeons have better outcomes with vol-
ume-sensitive procedures, including arterial reconstruction.l
This has led to suggestions for regionalization of such proce-
dures. The Leapfrog initiative, organized by a consortium of
health care purchasers for 20 million people, has now estab-
lished minimum hospital volume requirements for carotid
endarterectomy and elective abdominal aortic aneurysm repair.2
Such standards have the potential to disenfranchise low-volume
hospitals (and surgeons), even if they have excellent results.
However, the Leapfrog Group will grant hospitals a waiver from
volume standards if they can demonstrate and publicly report
satisfactory outcomes.1 This again emphasizes the critical
importance of monitoring outcomes in vascular surgery. The
contribution of board certification to competence is a complex
issue. It is unfortunate that a small number of vascular surgeons
were disenfranchised by the ABS certification process if they had
not accumulated a sufficient vascular caseload prior to 1989.
However, a larger issue is how to establish ongoing competence
by vascular surgeons after they achieve board certification.
These issues are currently under intense review by all interested
parties and should be of concern to all vascular surgeons. I
appreciate Dr Berger’s highlighting these issues for us.
Jack L. Cronenwett, MD
Dartmouth-Hitchcock Medical Center
Lebanon, NH
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Regarding “Aneurysm sac pressure measurements
after endovascular repair of abdominal aortic
aneurysms”
We read with interest the article written by Baum et al (J
Vasc Surg 2001;33;32-41) and congratulate them on present-
ing some valuable data. Type 2 endoleaks are becoming a dif-
ficult management problem. We are now realizing that they
might not be as benign as originally thought, being capable of
transmitting systemic and pulsatile pressure, therefore risking
sac rupture. In Nottingham we have been performing intrasac
injections of contrast (aneurysmograms or “sacograms”) to
detect type 2 endoleaks for 3 years.1 The method we use is an
endovascular one in which we gain access to the aneurysm sac
intraoperatively via the contralateral common iliac artery. We
have found the sacogram to be a useful predictor of subse-
quent type 2 endoleak.2 If the sacogram shows patent side
branch vessels, we go on to fill the aneurysm sac with
